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Introduction 
Across the UK and internationally there is a fast-growing commitment to listening to young 
people in decisions that affect their lives, including in public decision-making. The case for 
WKHLPSRUWDQFHRIWDNLQJ\RXQJSHRSOH¶VYLHZVLQWRDFcount and facilitating their participation 
has been made on grounds of both principle and pragmatism. In the past, researchers have 
been criticised for considering them as µREMHFWV RI VWXG\¶ UDWKHU WKDQ seeking their 
experiences and their views on what is important to them and their lives. Prout (2001: 193) 
DUJXHGWKDWFKLOGUHQ¶VYRLFHVVKRXOGEHOLVWHQHGWREHFDXVHWKH\KDYHWKHLURZQFRQVFLRXVQHVV
DV µSHUVRQV LQ WKHLU RZQ ULJKW¶ DQG DUJXDEO\ H[SHULHQFH WKH ZRUld in their own ways. 
$GRSWLQJ DGXOWV¶ SHUVSHFWLYHs on matters that concern children and young people reflects 
historic approaches of power and regulation, and \RXQJSHRSOH¶Vgenerational positioning as 
less knowledgeable and in need of being controlled. 
CKLOGUHQ¶V GLVWLQFW OLIH H[SHULHQFHV DQG FRPSHWHQFLHV LQFOXGLQJ WKHLU DELOLW\ WR VKDUH WKHLU
views if appropriate ways of involving them are identified, have been increasingly recognised 
by research and policymakers alike (Punch 2002). The 1989 United Nations Convention on 
WKH5LJKWVRI WKH&KLOG 81&5&FOHDUO\ DIILUPVFKLOGUHQDQG \RXQJSHRSOH¶V ULJKWs to an 
adequate standard of living, the highest attainable standard of health and the right to be 
consulted and participate in decisions that have a direct impact on their lives. This means that 
including children and young people and taking into account their views is not only good 
practice, but also a matter of rights and entitlements, and public services have a duty to 
ensure that these rights are respected. 
In a healthcare context, it is important to acknowledge that children and young people may 
experience health, illness and healthcare provision in significantly distinct ways to adults. 
The UNCRC states that rights should be ensured for all children and young people, 
irrespective of their various statuses, including nationality, ethnicity, language, social class or 
UDFH,QWRGD\¶VJOREDOLVHGZRUOGWKHVHVWDWXVHVRYHUODSDQGLQWHUVHFWIRUPRVWQRWDOZD\VLQ
  
SRVLWLYH ZD\V DV FKLOGUHQ¶V KHDOWK outcomes and wellbeing differ across diverse nations, 
ethnic and socioeconomic groups. The extent to which their rights to participation are ensured 
also depends on the ways in which they are thought of by others in the societies in which they 
live. 
Children anG\RXQJSHRSOH¶VKHDOWKDQGZHOOEHLQJLVVLJQLILFDQWQRWRQO\IRUWKHLUHYHU\GD\
lives, but also for the futures of the societies in which they live. In this context, listening to 
\RXQJSHRSOH¶VYLHZVRQSURYLVLRQRIKHDOWKFDUHLVNH\WRHQVXUHWKDWWKHLU needs are met and 
also to identify the challenges for services in meeting these needs. It is also important to 
ensure that all voices are heard, as certain groups are often more likely to be included in 
debates. Young people traditionally excluded are often on the periphery of society, for 
example, those living in extreme poverty, migrants, those affected by disabilities or mental 
health issues, or young people not in education. In many countries, certain groups also fall 
outside existing services, as rights to access public services might be restricted, as in the case 
of asylum-seekers, refugees or illegal migrants (Jayaweera 2010). 
This chapter draws on research with Eastern European migrant children newly arrived in the 
UK in relation to experiences of healthcare provision post-migration. Although understanding 
XVHUV¶views of healthcare provision is key to informing policy on health-related measures, 
the views of migrant groups, and in particular those of children and young people, are rarely 
explored. In order to address this gap, this chapter examines first the wider context of the 
physical and mental health status of migrant children and adults, the social determinants that 
LQIOXHQFH PLJUDQW FKLOGUHQ¶V KHDOWK RXWFRPHV DQG LVVues in their access to and use of 
healthcare services post-migration. The main focus is on children and young people¶VYLews 
of health service provision, the barriers they face in relation to health service use and the 
strategies migrant families adopt to overcome perceived shortcomings in provision, including 
adopting a transnational use of health services. 
,QWKHFRQWH[WRIPLJUDWLRQ\RXQJSHRSOH¶VH[SHULHQFHVRIKHDOWKFDUHDUHVLJQLILFDQWEHFDXVH
provision might need to adapt to meet their specific needs, as they may experience distinct 
barriers in terms of access and the quality of their experience. As already mentioned, children 
and young people are also entitled to healthcare rights, and effective policies need to be 
developed to ensure these rights are met. The chapter highlights the important role of 
PLJUDQWV¶DFWLYHSDUWLFLSDWLRQDVXVHUVRIKHDOWKVHUYLFHV, with a significant role for children 
and young people as cultural brokers for adults, and concludes that appropriate health policy 
and care delivery should take into account the needs and expectations of diverse populations. 
 
  
Seeking the views of children and young people 
In this chapter, I refer to migrant children and young people as those who were born in one 
country and then relocated to another country with their family, through planned rather than 
forced migration. I do not include refugee and asylum-seeking children, as their needs are 
acknowledged as more complex, due to the likely more traumatic nature of their migratory 
situations and legal status (Kohli 2006). Over the past two decades, research with children 
and young people has seen a significant shift in terms of how researchers perceive children 
and their ability to contribute to the research process, not only as research participants, but 
also as research partners and co-researchers (Kellett 2005). This has included an emphasis on 
WKHµFRPSHWHQWFKLOG¶RU\RXQJSHUVRQDQGFKDQJH LQDWWLWXGHV LQ UHODWLRQ WRFKLOGUHQDQG
\RXQJ SHRSOH¶V DELOLW\ WR FRQWULEXWH DV H[SHUWV LQ WKHLU OLYHV RIWHQ DWWULEXWHG WR WKH ULVH RI
constructivist and interpretive theoretical perspectives in sociology (James and Prout 1997; 
James et al.   3URXW  7KLV µQHZ VRFLRORJ\ RI FKLOGKRRG¶ DLPV to reframe 
views of childhood as experienced, debated and defined in processes of social action that 
have children and young people as central actors. 
While children¶VULJKWVWRSDUWLFLSDWHKDYHEHHQHQVKULQHGLQWKH8QLWHG1DWLRQV&RQYHQWLRQ
RQWKH5LJKWVRIWKH&KLOG81&5&VLQFHLWLVRQO\UHFHQWO\WKDWFKLOGUHQ¶VDQG\RXQJ
SHRSOH¶V YLHZV KDYH EHHQ DFNQRZOHGJHG DV YDOLG LQ WKHLU RZQ ULJKW 7KHUH LV QRZ DQ
exSHFWDWLRQWKDWUHVHDUFKZLOOFRQVLGHUFKLOGUHQ¶VULJKWVWRSDUWLFLSDWHLQLQYHVWLJDWLQJLVVXHV
that affect them, including family legal procedures or initiatives to do with public places and 
the services they access. Prout (2001: 193) argued that taking noWLFH RI FKLOGUHQ¶V YRLFHV
VKRXOGEHDPDWWHURISULRULW\EHFDXVHµLWVSHDNVWRTXHVWLRQVRIIOH[LELOLW\DQGUHVSRQVLYHQHVV
LQZHOIDUHDQGVHUYLFHSURYLVLRQDQGWRGHEDWHVDERXW\RXQJSHRSOH¶VHQJDJHPHQWZLWKNH\
LQVWLWXWLRQVVXFKDVVFKRROV¶ 
Articles 12 and 13 of the UNCRC explicitly address the right of children to be informed, 
involved and consulted in decisions that affect their lives, although the rights are expressed 
with several caveats, which have been criticised for the difficulties they pose for 
implementation (Bell 2008; Spyrou 2011). For example, Article 12 limits the right of 
SDUWLFLSDWLRQ WR FKLOGUHQ ZKR DUH µFDSDEOH RI IRUPLQJ WKHLU RZQ YLHZ¶ SXWWLQJ WKH
UHVSRQVLELOLW\RQDGXOWV WRGHFLGHRQLQGLYLGXDOFKLOGUHQ¶VFDSDELOLW\7KLVORJLFDOO\OHads to 
questions around how capability should be established and by what measures and again puts 
adults in a position of power, as they make the judgement. Although Article 12 places the 
RQXV RQ DGXOWV WR WDNH UHVSRQVLELOLW\ IRU LQFOXGLQJ FKLOGUHQ¶V YLHZV it gives very little 
guidance on how this might be achieved. Similarly, Article 3, which discusses the best 
  
interests of the child as a key priority in any matters involving children, implies that adults 
QHHGWRSULRULWLVHFKLOGUHQ¶VSURWHFWLRQDQGZHOOEHing. Nevertheless, these statements are not 
straightforward in their application, as adults need clear mechanisms to identify children who 
might be vulnerable and consider the ways in which ideas such as right to participation, 
protection and vulnerability are constructed across times, social groups and cultures (Rogoff 
2003). Despite these caveats, the Convention provides a critical framework and a mechanism 
for empowering children in research and the shift in childhood studies has also been matched 
by a sKLIW LQ ZLGHU SROLFLHV RQ WKH LQFOXVLRQ RI FKLOGUHQ¶V YRLFH LQ JRYHUQDQFH DW YDULRXV
levels. In the UK, for example, recent policies such as the Children and Families Bill 2013 in 
England (DfE 2013), and the Children and Young People (Scotland) Bill 2013 (Scottish 
Parliament 2013) emphasise the importance of giving children and young people an active 
role in decisions that concern their lives ± for example, through contributing to improvement 
of local services ± and place responsibility on services to create opportunities for 
consultation. 
 
The impact of migration on the health of Eastern European migrants 
Migratory patterns to the UK have seen a significant change over the past two decades, in 
WHUPVRIPLJUDQWV¶FRXQWU\RIRULJLQ UHDVRQVIRUPLJUDWLRQDQGVHWWOHPHQWSDWWHUQV&DVWOHV
and Miller 2013). Data from the last UK population census indicate that more than 
7.5 million people, or 12 per cent of the UK population, were born abroad (ONS 2013), with 
the most common countries of birth being Poland, India and Pakistan. With the expansion of 
the European Union (EU) in the past decade, an increasing number of labour migrants to the 
UK now come from Central and Eastern Europe. Unlike in the past, when many adults 
migrated alone, a significant number of recently arrived European migrants have migrated 
together with their families, many of which include children and young people. Unlike people 
arriving from the non-EU countries, EU migrants have full entitlement to healthcare in the 
UK, as all 28 EU member states have either publicly sponsored or regulated universal 
healthcare. Since 2011, a directive on healthcare promotes cooperation between member 
states and access to safe and high-quality cross-border healthcare for European citizens 
(European Union 2011). However, despite free access to healthcare, comparatively little is 
known about EU migrants¶KHDOWKDQGZHOOEHLQJRYHUDOO DQG WKHLUH[SHULHQFHVRIDFFHVVLQJ
healthcare provision post-migration. 
The increase in the number of recently arrived migrants has led to debates about PLJUDQWV¶
impact on the economy, the likely increase in demand for public services and, more broadly, 
  
the influence of migration on cultural values and national identity in receiving countries 
(Yuval-Davis 2011). Current debates on immigration often centre on the provision of public 
services (Spencer 2011). While some claim that increased migration has led to pressure on 
public services in the UK context (Institute of Community Cohesion 2007), others have 
raised concerns DERXWPLJUDQWV¶ low uptake of healthcare (Rolfe and Metcalf 2009; Collis et 
al. 2010), with some recent data suggesting that areas with increased rates of immigration 
have seen reduced waiting times for hospital outpatient referrals across England (Giuntella et 
al. 2015). It is generally perceived that European migrants are mostly young and healthy, 
which may explain their low service use. 7KH µKHDOWK\ PLJUDQW HIIHFW¶ PD\ DOVR EH GXH WR
self-selection, as migrants are likely to consider their health before deciding to move abroad. 
However, international research shows that in contrast ZLWKWKHµKHDOWK\PLJUDQWHIIHFW¶ in the 
early stages of a migratory wave, migrants have a higher risk of deteriorating health over time 
through the so-FDOOHGµKHDOWKDFFXOWXUDWLRQ¶5RQHOOHQILWVFKDQG5D]XPZKLFKRFFXUV
independently of improvements in their socioeconomic condition. Collis et al. (2010) also 
highlighted that many of the Eastern European countries that migrants leave from continue to 
focus on treatment rather than prevention in relation to key public health concerns, such as 
alcohol and tobacco use, obesity and low levels of physical activity, and mental health 
concerns. Increased stress and anxiety often triggered by the experience of migrating have 
also been linked to higher risks of developing somatic complaints and illnesses, such as heart 
disease, depression and anxiety (Robila 2010). Cultural differences might also affect health 
outcomes; for example, through perpetuating stigma around mental health issues, which can 
adversely impact on psychological and emotional health and attitudes to asking for 
professional help. One PDMRU IDFWRU LQ UHVHDUFKLQJ WKH HIIHFW RI PLJUDWLRQ RQ LQGLYLGXDOV¶
health outcomes is the fact that data RQPLJUDQWV¶KHDOWKDUHVFDUFHPDLQO\EHFDXVHPLJUDQWV
are not a homogenous group and country of birth and immigration status are not recorded 
consistently when health services are accessed. 
While studies on the health of adult migrants are limited overall, studies on the health of 
migrant children in the UK are almost non-existent. Elsewhere, studies of migrant children 
have reported on the unique situations that contribute to their increased risk of poorer 
physical and mental health. The age at which they make the transition from one country to 
another has been highlighted as significant in how they adapt to the new country, with 
younger children faring better in terms of health and education outcomes (Chuang and 
Moreno 2013). Research with immigrant adolescents in Europe has reported on their 
difficulties concerning physical and mental health, and social isolation, with significantly 
  
higher scores on all scales of psychological distress and psychological problems (Sandhu and 
Mooza 2013). Like their parents, young Eastern European migrants may perceive mental 
health difficulties as taboo and worry about the stigma of accessing support, despite evidence 
that they present an increased risk of somatic complaints and illnesses such as depression, 
anxiety and suicide ideation in relation to non-migrant groups (Robila 2010). Beisser et al. 
(1998) have identified several unique situations that may contribute to the mental health 
issues of migrant youth. These include: adapting to family separation; disruption to education 
and language issues; and pressure to adapt to new customs while also conforming to their 
SDUHQWV¶H[SHFWDWLRQVLQUHODWLRQWRYDOXHVIURPWKHLUKRPHODQG6RPHPLJUDQWFKLOGUHQDOVR
experience racism in schools and neighbourhoods (Devine 2009), which may result in poor 
self-esteem and self-worth and feelings of marginalisation. 
Social determinants of health from individual characteristics (such as age, sex and 
constitutional factors), to social and community networks and socioeconomic and 
environmental conditions (such as education, housing, working conditions) play a key role in 
explaining the health practices and outcomes for migrant groups (Dahlgren and Whitehead 
1991). 0LJUDQWV¶ H[SHULHQFHV DUH RIWHQ SRODULVHG DQG DVSHFWV VXFK DV VRFLDO FODVV W\SHV RI
jobs migrants engage in and the social capital available to them intersect in a multitude of 
ways in shaping their health outcomes (Ryan 2011). For migrants in low-skilled jobs, 
government measurements that restrict access to work and public services for certain groups 
and negative public perceptions of migrants can also significantly increase their disadvantage 
and contribute structurally and institutionally to poor health outcomes. Factors such as 
different expectations and cultural beliefs in relation to health have been shown to influence 
the health-related decision-making and behaviours of migrants from a wide range of 
socioeconomic backgrounds (Spencer et al. 2007; Son 2013; Thomas 2010). 0LJUDQWV¶KHDOWK
is thus influenced by a range of political, social and economic forces DQG RQH¶V VWDWXV as 
recent migrant can be seen as an additional layer to those already identified by existing 
models of social determinants of health (Sime 2014). 
 
Conducting research with young migrants 
7KH LPSDFW RI PLJUDWLRQ RQ FKLOGUHQ DQG \RXQJ SHRSOH¶V KHDOWK DQG ZHOOEHLQJ DV ZHOO DV
their views on their access to healthcare provision and experiences of health services 
constitute a relatively new research area in a European context. Consideration of the most 
appropriate research approaches and techniques is therefore important in ensuring that 
participation is facilitated and does not become adult-led, restrictive or too burdensome for 
  
some young people. Thomson (2008) has outlined the advantages of doing participatory and 
visual research with children, as it allows them the means to take some control of the research 
SURFHVV%\HQFRXUDJLQJFKLOGUHQ¶VOHDGLQWKHSURFHVVRIJHQHUDWLQJWKHGDWDDQGin directing 
the discussion within interviews, children gain a voice and can influence the outcome of the 
research and its impact. Participatory and visual forms of research can also be effective 
methods for use with newly arrived young migrants, particularly where fluency in the 
language of the host population may be an issue. Researchers also need to consider their 
structural position, in terms of age, ethnicity and class, and how this can influence power 
relationships in the process and affect issues of access, consent, data collection, analysis and 
dissemination (Sime 2008). 
Child-centred, qualitative research has clear advantages in giving migrant children a voice to 
inform current policy, practice and debates on global migration and social justice. However, 
UHVHDUFKHUVQHHGWREHPLQGIXORIPLJUDQWFKLOGUHQ¶VSRVLWLRQZLWKLQWKHLUIDPLlies and society 
overall. Their participation is often hedged by constraints and controls (Sime 2015). In 
IDPLOLHV DGXOWV PD\ ZDQW WR HQVXUH WKDW FKLOGUHQ¶V SDUWLFLSDWLRQ LV UHVWULFWHG WR WRSLFV WKDW
families are comfortable with and non-intrusive in relation to family relationships, roles and 
rules, or adults may want to speak on behalf of their children. 
In this chapter, I draw on data collected with 57 Eastern European children, aged seven to 16, 
who had lived in Scotland for less than three years at the time of the study. They were of both 
genders (31 girls and 26 boys) and from a range of socioeconomic backgrounds and the 
majority (48) were Polish, the main migratory group to the UK since 2004. Given children 
DQG\RXQJSHRSOH¶VGLYHUVHFRPSHWHQFLHVDnd preferences, a range of research methods and 
techniques were used to ensure that all involved were able to find the best tools to express 
their views. Fieldwork combined focus groups, individual interviews, diaries and 
photography. Focus groups have been shown to work well with children (Hennesy and Heary 
 DV WKH\DOORZ WKHP WR VWLPXODWH HDFKRWKHU¶V LGHDV DQGDOVR DOORZ WKH UHVHDUFKHU WR
assess the extent to which the group shares beliefs and experiences. They were conducted in 
the FKLOGUHQ¶V RZQ language (eight groups) and with interpreters present for multilingual 
groups (three groups), DQG FRYHUHG FKLOGUHQ¶V DFFHVV DQG YLHZV LQ UHODWLRQ WR D UDQJH RI
services, including healthcare. Participants were encouraged to discuss first the experiences 
oIDµW\SLFDOPLJUDQWIDPLO\¶DWHFKQLTXH adopted in order to reduce the pressure of having to 
VKDUHSHUVRQDOVWRULHVEXWVWLOOGUDZLQJRQWKHLUNQRZOHGJHDQGEHOLHIVDERXWPLJUDQWV¶OLYHV
in the UK. They could thus talk indirectly about what a migrant chLOGµZRXOG¶H[SHULHQFHEXW
also relate to their own experiences if they wished to. Child-centred activities were used, 
  
based on images of services children were likely to access ± such as schools, medical centres, 
leisure centres, parks, etc. ± and hands-on activities, to stimulate FKLOGUHQ¶VHQWKXVLDVPDQG
engagement (Christensen and James 2000). 
Following on from the focus groups, 23 in-depth family case studies were completed, 
including 29 children (six pairs of siblings were involved) and at least one parent in each 
family. The case studies included a majority of Polish children (n = 13), and five Lithuanian, 
four Slovak, two Bulgarian and two Romanian children, as well as one Hungarian, one 
Russian and one Czech family. In total, 15 girls and 14 boys were involved, with an average 
age of 11 (age range was 8±16 years old). All case studies consisted of YLVLWV WRFKLOGUHQ¶V
homes, as homes were seen as a more relaxed environment than public spaces. However, 
domestic spaces are not always under children anG\RXQJSHRSOH¶VFRQWURODVWKHVHDUHRIWHQ
shared spaces with other family members (Sime 2008) 7R LQFUHDVH FKLOGUHQ¶V VHQVH RI
control over the process, we gave them the opportunity to take photographs of services they 
used and to complete a weekly diary. While some children and young people enjoyed these 
activities, others were more reluctant and preferred to just talk about their experiences. This 
highlights the importance of having a flexible set of tools and techniques that young people 
can choose from and the necessity of ensuring, on an ongoing basis, that young people are 
still in agreement to take part. 
 
<RXQJPLJUDQWV¶ health behaviours and engagement with health services post-migration 
Adult European migrants have been found to engage with health services less regularly than 
the majority population (Spencer et al. 2007; Collis et al. 2010). Despite public speculation 
that migrants add pressure on services (Delanti et al. 2011), there is very little systematic 
evidence in the UK on services accessed by migrants, patterns of use and views of services 
available. 7KHUHLVDOVROLPLWHGHYLGHQFHRQKRZPLJUDQWV¶KHDOWKEHKDYLRXUVDOWHUDVDUHVXOW
of family migration and changes to their family income and cultural influences in the new 
society. &KLOGUHQ DUH VWURQJO\ LQIOXHQFHG E\ WKHLU IDPLOLHV¶ LGHDV DERXW KHDOWK DQG KHDOWK\
behaviours (Sime 2014). Shared values among individuals have a key role in the creation of 
social capital (Bassani 2007) and, in the case of migrant families, cultural values and 
knowledge shape their beliefs about health and health practices (Migge and Gillmartin, 
2011). 
Health behaviours and practices may appear to be private matters for individuals and 
families, but they are configured by a range of social contexts, which for children and young 
people consist of schools, family, peer group and neighbourhoods (Morrow 2010). While 
  
some authors claim that unchanged dietary habits, health beliefs and practices in migrant 
adults may be indicative of an emotional attachment to their home culture (Son 2013), others 
have emphasised the socioeconomic factors and inequalities that make positive health 
practices more affordable to the better-off (McKendrick et al. 2014; Nazroo 2014). Parents 
and children may also wish to adopt healthy behaviours and eating habits, but may be limited 
by the local availability and affordability of healthy foods or sports activities. 
In our research, most of the children and young people gave largely positive accounts of their 
health overall and were confident in terms of accessing services available, such as GPs, 
pharmacies, hospitals and dentists. Most children were able to discuss particular aspects of 
the health system and health practices that they encountered in Scotland, often making 
comparisons with provision that they had encountered in their country of origin. Although 
sometimes they would differ in their assessment of quality of provision ± for example, their 
perceptions of the competence of medical staff ± they regularly commented on the better 
quality of the resources and equipment and the free prescriptions or services such as dental 
checks and eye tests available to all in Scotland: 
 
Zuzanna (12): Maybe the dentist and medicatLRQ IRUNLGV LV IUHHKHUH VR WKDW¶VEHWWHU %XW
maybe in Poland you get to see better doctors, not only GPs. 
Esther (13): I think that Polish doctors are better. 
Dzulieta (14): I think that it is the same here and there. 
Wioleta (14): I think that they have better equipment here. (Polish focus group) 
 
While most children were registered with family doctors (or GPs), some were not, and were 
reliant on emergency services in case of illness. Some also said that they had kept registration 
with doctors and GHQWLVWV LQ WKHLU FRXQWU\ RI RULJLQ 7KLV UHIOHFWHG IDPLOLHV¶ FRQILGHQFH LQ
services they were familiar with, but also their precarious work conditions, which meant that 
return was also a possibility and families wanted to keep their registration with services in 
their own country: 
 
:HKDYHQ¶WEHHQKHUH>LQ6FRWODQG@ORQJVRZHGLGQ¶WUHJLVWHU\HWZLWKDGRFWRUEXWPXP
said we can go to the hospital in case of anything. But we are usually quite healthy. (Marta, 
Polish, 12) 
 
  
My mum says we might not stay here [in Scotland] long if she cannot find work, so we kept 
our doctor back in Poland, just in case. (Marek, Polish, 10) 
 
Many children and young people commented on the child-centred approach to healthcare 
from the medical staff. This gave them a sense of empowerment and involvement in 
decisions on their care and was seen as good practice: 
I feel they talk to you more here [in the UK] and they ask you what you want, [they do] not 
just [ask]  your mother. (Ana, 13, Bulgarian) 
 
Children with chronic conditions commented on cross-cultural differences relating to the 
management of their conditions, and how they had to adapt to new views on suitable 
medication, practices and routines of engaging with medical staff. These included differences 
in medication that was prescribed for the same condition in different countries, the frequency 
of check-ups and the medical staff young people would interact with. One key aspect children 
and young people commented on was access to specialists, which seemed to be more routine 
in Eastern European countries even for minor conditions, while in the UK, their conditions 
were managed by GPs or local practice nurses. In addition to more immediate access, the 
issue of trust and reassurance that familiar doctors offered and the benefit of a shared 
language were other considerations when families decided to travel abroad to access 
healthcare. Ana, a Bulgarian teenager who had a chronic eye condition, explained how she 
perceived the long waiting times to see a specialist as frustrating and unhelpful, which in her 
FDVHOHGWRKHUPRWKHU¶VGHFLVLRQWRWUDYHOWR%XOJDULDDQGVHHDVSHFLDOLVWVWUDLJKWDZD\ 
 
Well, here, you wait like months to get to a doctor « which is annoying «boring «\RX
NQRZ\RXKDYHDQDSSRLQWPHQWEXWLW¶VVRIDUDZD\WKDW\RXIRUJHWDERXWLWDQGMXVWOLYH\RXU
life and by the time your appointment comes, you are OK. So we went to see the Bulgarian 
doctor, the one WKDWRSHUDWHGRQPH$QGVKHVDLG LW¶VOK if we wait and see how it goes, 
because it might get worse if they operate again. And I trust her more, I feel safer with her. 
(Ana, 13, Bulgarian) 
 
Barriers for young migrants¶DFFHVVWR health  
It is clear from many studies that migrant families encounter a range of barriers that prevent 
them from accessing healthcare (Sime 2014; Robila 2010; Thomas 2010; Son 2013). In the 
UK context, with constant changes to rules around entitlements to access to healthcare, 
  
especially for non-EU migrants, young people and their families can face a constant struggle 
to understand the health system in their new country and the rules of engagement with service 
providers. In addition, the XQFHUWDLQW\ RYHU WKHLU IDPLOLHV¶ HQWLWOHPHQW WR KHDOWKFDUH DQG
treatment, especially immediately after their arrival, cultural differences in provision and 
approaches to treatment and language barriers can make the experiences of accessing health 
provision more difficult. In this section, we emphasise three types of barriers that research 
has identified as significant in relation to migrant groups, including lack of adequate 
information, cultural differences in the provision of care and the language barrier. I reflect on 
WKHVH IURP FKLOGUHQ DQG \RXQJ SHRSOH¶V SHUVSHFWLYH DV WKHLU H[SHULHQFes are often distinct 
IURP DGXOWV¶ RZQ YLHZV DQG \RXQJ SHRSOH DUH RIWHQ LQ WKH SRVLWLRQ RI IDFLOLWDWLQJ VHUYLFH
access for their families, due to their access to information through schools and their 
competence in the majority language (Sime and Pietka-Nykaza 2015). 
 
Lack of adequate information on entitlements and services available 
&KLOGUHQ DQG \RXQJ SHRSOH¶V OLIH H[SHULHQFHV SRVW-migration are configured by a range of 
IDFWRUVZKLFKLQFOXGHWKHLUSDUHQWV¶YDOXHVDVSLUDWLRQVDQGHPSOR\PHQWRSSRUWXQLWLHVIn our 
sample, most parents were in jobs below their level of qualification, often working in 
catering, food processing, agriculture or construction jobs. Many women were homemakers, 
due to their limited English language skills. This meant that many families relied on one 
income, often precarious and dependant on availability of work. Family income influences 
access to good-quality housing (Rolfe and Metcalf 2009) or the type of neighbourhoods in 
which migrants live (McGhee et al. 2013), meaning that migrant children and young people 
may become marginalised due to the complex interactions that result at the juncture of age, 
ethnicity, social class and place. Low income and poverty may lead to poor nutrition and 
substandard living conditions. By being forced to access low-cost accommodation in areas of 
KLJK GHSULYDWLRQ PLJUDQWV¶ DFFHVV to services is affected by their status as new arrivals. 
Services are often of poorer quality in deprived areas and migrants may feel at risk in terms 
of personal safety when trying to access these (Spencer et al. 2007). In addition, the novelty 
of the new system and lack of direct experience of interacting with services in their new 
country may put them at a disadvantage in terms of access to information about services 
available. 
In my research, I asked newly arrived migrant children if they accessed healthcare services 
available in the community, such as specialist or wellbeing clinics, pharmacies or spaces for 
leisure that could help promote better health. I report elsewhere the overall limited knowledge 
  
among new migrants of services available locally (Sime and Fox 2014; Sime 2015). Many 
families, newly arrived, were not certain of their entitlement to access health services, 
although all are free at point of use. They also relied on accident and emergency (A&E) care 
µLI VRPHWKLQJ KDSSHQHG¶ DQG ZHUH QRW DOZD\V UHJLVWHUHG ZLWK D GRFWRU RU GHQWLVW &KLOGUHQ
from countries that had limited rights in terms of access to the employment market and 
welfare benefits at the time of the study (Romania and Bulgaria were not at the time EU 
membersZHUHDIIHFWHGE\WKHLUIDPLOLHV¶UHVWULFWHGDFFHVVWRKHDOWKFDUH7KLVPHDQWWKDWLQ
some cases, families made deliberate decisions not to access care for fear of deportation and 
limited information on what health practitioners would and would not do in relation to their 
immigration status. 
Information on access to health services is often mediated by schools, who send home 
information, bring interpreters into school to explain to parents what other services are 
available locally or actively mediate access for the families and, in some cases, help them 
register with doctors or dentists or fill in registration forms for families. In this process, 
children become important µcultural brokers¶ for their families, translating information or 
exercising pressure on families to access provision, for example, to leisure facilities. As I 
show elsewhere (Sime and Pietka-1\ND]DFKLOGUHQ¶Venhanced linguistic competence 
in English and regular conWDFWZLWKVHUYLFHVWKURXJKVFKRROSRVLWLRQVWKHPDVµH[SHUWV¶LQWKH
IDPLO\ DQG FRQIHUV WKHP D FHUWDLQ DGYDQWDJH RYHU WKHLU SDUHQWV HVSHFLDOO\ LI WKH SDUHQWV¶
linguistic competence is still developing. This reversal of social norms means that children 
can often have the main role in mediating their IDPLOLHV¶access to opportunities, which can 
also lead to increased ambivalence in children WRZDUGV WKHLU SDUHQWV¶ KRPHODQG language, 
culture and identity, as well as increasing pressure on children given the responsibility. 
Children and young people are also more likely to interact with other children through play 
and leisure time, and in so doing, enable the realisation of important social capital benefits 
(Putnam 2000). Participation in the community is also an opportunity for children to develop 
networks with other ethnic groups, and use these as sources of information and as a route to 
better access to community resources. However, networks of access to resources may be built 
in ways that privilege some µLQVLGHUV¶ LH, the established communities) over newcomers. 
For example, local children and young people may know of ongoing clubs, activities or have 
their own informal networks of getting together with friends to engage in leisure activities. In 
some cases, migrant children relied on information from their friends and their limited 
experience of services to assist with paUHQWV¶GHFLVLRQVDQGDFWLRQVThe roles young migrants 
KDYHWRWDNHRQWRIDFLOLWDWHWKHLUIDPLOLHV¶HQJDJHPent with local services therefore require 
  
complex skills and confidence and involve activities usually reserved for adults. These new 
roles may also pose increased pressure on them, including a risk to their mental health and 
wellbeing. 
 
Cultural differences in provision and rules of engagement with services 
3UHYLRXV H[SHULHQFHV RI WKH KHDOWK V\VWHP LQ WKH KRPHODQG ZLOO LQIOXHQFH PLJUDQWV¶
behaviours in relation to how the health system in the new country is accessed, expectations 
about how accessible services are and perceptions of the medical staff. I reported elsewhere 
6LPHRQKHDOWKSUDFWLWLRQHUV¶YLHZVWKDWGLIIHUHQFHVLQSURYLVLRQOHGWRGLVDSSRLQWPHQW
among migrants, who often complained about waiting lists, restricted access to specialists and 
different approaches to treatment. $ FRPPRQ FRPSODLQW LV RQ WKH SHUFHLYHG µparacetamol 
FXOWXUH¶, where practitioners prescribe mild painkillers for conditions commonly treated with 
antibiotics in other countries. 
 
I was very sick last year, and they give me only paracetamol, and I was ill for two months. It 
ZDV VRPHWKLQJZLWKP\QHFN , FRXOGQ¶W VSHDN ,ZDV LQ WKHKRVSLWDO DQG WKH\ MXVWJLYHPH
that. (Agnieska, 15, Polish) 
Perceived differences in approaches to treating conditions also led some families to adopt 
more informal approaches towards solving health problems, such as relying on family and 
friends for advice and treatment. These approaches included: emergency visits to the 
KRPHODQGWRDFFHVVGRFWRUVDQGGHQWLVWVDQGWRDYRLGµZDLWLQJOLVWV¶LQWKH8.RUKLJKFKDUJHV
for private care; or asking family members to post medicines or check a diagnosis with 
known medical staff in the homeland. 
 
Romek [son] got an allergy after the swimming pool, so I went to emergency. The woman 
looked at photos on the internet and then she gave me a prescription for some cream. But 
then I read the instructions and realised it was for scabies, so I called Agata, my friend, 
because her son had a similar problem, and I borrowed from her the cream that she got in 
Poland and it helped. (Dagmara, Polish mother) 
 
:HFRXOGQ¶WJHWDQWLELRWLFVKHUHDQGP\PXPZDVVXUHWKHGRFWRUZDVZURQJVRZHFDOOHG
my auntie back home and she went to our local doctor [in Poland], told them what I have and 
then they posted me the medicine. (Marek, 14, Poland) 
 
  
A key finding reported in the literature is that as migrants access better work and become 
more familiar with the system, they are able to build networks of support and become better-
informed on existing services and how these operate. Research with Eastern European 
families (Sime and Fox 2014; McGhee et al. 2013), for example, KDV UHSRUWHGRQ IDPLOLHV¶
narratives around temporary, transitional housing arrangements, such as residing in poorer 
areas, with a view of moving on to better opportunities once their work opportunities 
improve. As migrants strive to improve their work and living circumstances, their 
understanding and expectations of health services also change (Migge and Gilmartin 2011). 
In the case of children and young people, the influence of education, friendship groups and 
other members of the local community means that their health behaviours, attitudes to health 
and wellbeing and expectations of health services are also likely to change over time. In this 
context, pUDFWLWLRQHUVQHHGWREHDZDUHRIWKHFKDQJLQJQDWXUHRIPLJUDQWV¶expectations and 
health-related behaviours and values over time, to ensure provision is addressing their needs 
and takes into account their changing values and expectations. 
 
The language barrier 
Language is a key barrier to many PLJUDQWV¶ DFFHVV WR KHDOWK VHUYLFHV Migrants have 
different levels of competence in the language of their destination country and their 
developing competence in the majority language affects their ability to access information on 
services and entitlements, and their experience of interacting with medical practitioners and 
understanding treatment options. In our study, as children often developed their competence 
in English much more rapidly than their parents due to their school attendance, they were 
often asked by their parents to translate information materials or act as interpreters in medical 
appointments: 
 
:KHQ \RX GRQ¶W XQGHUVWDQG LW¶V KDUG WR NQRZ >ZKDW LV DYDLODEOH@ OLNH P\ PXP ZKHQ WKH
QXUVHV ZHUH YLVLWLQJ KHU VKH VDLG WKDW VKH GRHVQ¶W XQGHUVWDQG DQG WKH\ WU\ WR WUDQVODWH LW
point it out until she will understand. Or if I am home, then I do it for her, tell her what they 
said, read the paperwork for her. (Klaudia, 13, Polish) 
 
As discussed above, children and young people may feel under pressure to act as interpreters, 
and they may often give the impression of full competence in the new language, while 
lacking the full vocabulary to translate accurately. For practitioners, using children as 
interpreters is to be discouraged, for concerns over confidentiality and unreasonable pressure 
  
on children as well as their developing competence to interpret complex terminology and 
convey medical conversations accurately, and good practice would require professional 
interpreters to be booked for medical appointments. Working with families through an 
interpreter poses several challenges in terms of establishing rapport, collecting information, 
explaining treatment and time pressures, as appointments are usually time-limited. In 
addition, the cost of involving an interpreter or the limited availability of interpreters for less 
common minority languages may delay appointments and deter families from engaging with 
services. Research has also KLJKOLJKWHG KRZ PLJUDQWV¶ IHHOLQJV RI XQHDVH DERXW ORFDO FDUH
provision due to perceived social, cultural, religious and linguistic differences and lack of 
trust prompt people to seek care in more familiar contexts, such as from health providers in 
their country of origin (Glinos et al. 2010; Migge and Gilmartin 2011).  
 
Conclusion  
This chapter aimed to summarise the evidence on access to and experiences of formal health 
services from the perspective of migrant children, young people and their families. Many of 
the experiences that children and young people have post-migration are likely to have a direct 
impact on their wellbeing. As their quality of life is GLUHFWO\ FRQILJXUHG E\ WKHLU IDPLOLHV¶
socioeconomic circumstances, the neighbourhoods in which they live and their friendship 
networks post-migration, there is an increasing need for local and central government 
policymakers to ensure a good quality of life and adequate access to health services for newly 
arrived migrant youth. There has been very little qualitative research or consultation to assess 
the extent to which newly arrived migrants engage successfully with health services and to 
elicit their views on experiences of health, access to healthcare and any barriers they 
HQFRXQWHU LQ DFFHVVLQJ SURYLVLRQ )XUWKHUPRUH GDWD RQ PLJUDQWV¶ KHDOWK DQG XVH RI KHDOWK
services is scarce and patchy, as country of origin, length of stay in the UK or immigration 
status are not recorded when individuals access healthcare. As mentioned at the beginning of 
this chapter, including children and young people and taking into account their views is not 
just good practice, it is a matter of social justice and public services have a duty to ensure that 
their rights are respected. 
Working with young migrants in a health context poses specific challenges for practitioners 
and requires them to take a holistic approach. One significant challenge is to register young 
people with services such as GP practices and dentists, especially given the fact that they 
have little control at times over family decisions. Children and young people can, however, 
exert influence on their parents, mainly by translating information and finding out from their 
  
friends about services available, but the key issue seems to be around challenges to make 
adults understand services and trust available provision. Contrary to speculation in the media 
DURXQG SUDFWLFHV VXFK DV µKHDOWK WRXULVP¶ DQG SUHVVXUH RQ KHalth services due to increased 
migration to the UK, migrants seem to access a limited range of statutory provision and often 
find alternative routes to state provision, including private and transnational care. 
Acculturation plays another significant role in how migrant young people adopt or not 
healthy behaviours and practices ± they may be more inclined to adopt new health practices, 
based on information they get from school, media and other sources in the new language, 
while still having less control over family decisions. 0LJUDQWV¶YLHZVRIKHDOWKVHUYLFHVDQG
expectations are often mapped on their prior experiences and this must be considered by 
healthcare professionals in the UK. It is clear that differences in provision and expectations 
about the rules of engagement with services need to be made more explicit to newly arrived 
migrants in order to better engage them in health-promoting behaviours and gain their trust. 
Practitioners need to review what prevents children and their families from making efficient 
use of the full range of health services. This suggests that health services need to be delivered 
in a culturally sensitive manner, ZLWKDZDUHQHVVRIFKLOGUHQDQG\RXQJSHRSOH¶VSRVLWLRQLQ
families and communities. 
It is evident that family migration poses significant challenges for children and young people 
and impacts on their health, health behaviours and wellbeing. For migrant children and young 
people, factors such as the migration experience (positive or negative), length of residence in 
the new country, socioeconomic position, age, gender and resilience may help explain 
different health behaviours and outcomes. Their varied attitudes to healthcare are likely to be 
influenced E\WKHLUSDUHQWV¶social class before migration and socioeconomic situation post-
migration, and their prior experiences of healthcare. To this extent, their views of healthcare 
QHHG IXOO FRQVLGHUDWLRQ LQ RUGHU WR LQIRUP SROLF\ DQG SUDFWLWLRQHUV¶ EHKDYLRXUV Healthcare 
providers must be sensitive and alert to the personal factors that affect migrant children and 
WKHLU IDPLOLHV¶ GHFLVLRQs to engage with services and work with them to tailor provision 
whenever possible. Research shows that some families choose to use services transnationally 
or seek help from informal networks when they lack trust in health services in the new 
country. Accessing healthcare through multiple routes indicates the active role migrants adopt 
in making decisions about their use of healthcare provision and children and young people 
are often key actors within these decisions. 
Migrant children are at a crossroads of influences in terms of the health behaviours they 
should adopt, attitudes about health service utilisation and levels of trust in health 
  
practitioners. While their parents might value more the healthcare system they are familiar 
with and they understand better, children will be expected to engage in sometimes different 
health behaviours by their schools and peer groups. Health practitioners working with newly 
arrived migrant children should be mindful of the multiple influences that impact on their 
expectations and beliefs and engage them in conversations to dispel any myths and address 
any concerns they might have. As young people develop their understanding of how 
healthcare operates in their new country, it is likely that their perceptions and beliefs will 
FKDQJH RYHU WLPH $OVR DV FKLOGUHQ¶V OLQJXLVWLF FRPSHWHQFH LQ (QJOLVK LV VRPHWLPHV PRUH
advanced than that of their parents due to their schooling, migrant children may in time 
become mediators of cultural knowledge about services available to their families (Sime and 
Fox 2014; Sime and Pietka-Nykaza 2015).  
Transnational use of health services is a feature of family life for many European migrants, 
especially in the first few years after migration, and health practitioners need to be aware of 
FKLOGUHQ¶VH[SRVXUHWRSossibly distinct cultures of practice. It is also important to highlight 
that not all children and young people coming from one country will have the same health 
experiences or outcomes. Existing research shows how different social and economic 
FLUFXPVWDQFHV DUH WKH PDLQ FRQWULEXWLQJ IDFWRUV WR FKLOGUHQ¶V XQHTXDO KHDOWK RXWFRPHV 
(Morrow 2010; McKendrick et al. 2014). As a result, children and young people¶V health 
practices post-migration will take place in a range of new social arenas, while also influenced 
by WKHLUIDPLOLHV¶FXOWXUDOYDOXHVDURXQGKHDOWK7KHUHUHPDLQVDQHHGIRUVXEVWDQWLDOSROLF\
and practice development in relation to the health of migrant groups, with a specific focus on 
engagement of children and young people as an issue of rights and social justice, as well as 
good practice. 
 
References 
Bassani, C. (2007), Five dimensions of social capital theory as they pertain to youth studies, 
Journal of Youth Studies, 10(1), 17±34. 
%HOO 1  (WKLFV LQ FKLOG UHVHDUFK ULJKWV UHDVRQ DQG UHVSRQVLELOLWLHV &KLOGUHQ¶V
*HRJUDSKLHV± 
Beisser, M., M. Wood, C. Barwick, J. Berry, G. daCosta and W. Milne (1998), After the Door 
has been Opened: Mental Health Issues Affecting Immigrants and Refugees in Canada, 
Ottawa: Ministries of Multiculturalism and Citizenship and Health and Welfare. 
Castles, S. and M. J. Miller (2013), The Age of Migration: International Populations 
Movements in the Modern World, 5th edn, London: Palgrave. 
  
Christensen, P. and A. James (2000), Research with Children: Perspectives and Practices, 
London: Routledge. 
Chuang, S. and R. P. Moreno (eds.) (2013), Immigrant Children: Change, Adaptation and 
Cultural Transformation, Maryland: Lexington Books. 
Collis, A., N. Stott and D. Ross (2010), Workers on the Move 3: European Migrant Workers 
and Health in the UK: The Evidence, Norfolk: Keystone Development Trust. 
Dahlgren, G. and M. Whitehead (1991), Policies and Strategies to Promote Social Equity in 
Health, Stockholm: Institute for Future Studies. 
Delanti, G., R. Wodak and P. Jones (2011), Identity, Belonging and Migration, Liverpool: 
Liverpool University Press. 
DfE (2013), Children and Families Bill 2013, London: Department of Education. 
Devine, D. (2009), 0RELOLVLQJ FDSLWDOV" 0LJUDQW FKLOGUHQ¶V QHJRWLDWLRQV RI WKHLU HYHU\GD\
lives in the primary school, British Journal of Sociology of Education, 30(5), 521±535. 
European Union (2011), Directive 2011/24/EU of the European Parliament and of the 
Council of 9th March 2011 on the Application of 3DWLHQWV¶ 5LJKWV in Cross-Border 
Healthcare, Strasbourg. 
Giuntella, O., C. Nicodemo and C. Vargas Silva (2015), The Effects of Immigration on NHS 
Waiting Times, available online at www.bsg.ox.ac.uk/research/working-paper-series/working-
paper-005. 
Glinos, I. A., R. Beaten, M. Herbe and G. Maarse (2010), A typology of cross-border patient 
mobility, Health and Place, 16, 1145±1155. 
+HQQHV\ ( DQG & +HDU\  ([SORULQJ FKLOGUHQ¶V YLHZV WKURXJK IRFXV JURXSV LQ 6
Greene and D. Hogan (eds.), 5HVHDUFKLQJ &KLOGUHQ¶V ([SHULHQFH, London: Sage, pp. 236±
253. 
Institute of Community Cohesion (2007), Estimating the Scale and Impact of Migration at a 
Local Level, London: Local Government Association. 
-DPHV$DQG$3URXW&RQVWUXFWLQJDQG5HFRQVWUXFWLQJ&KLOGKRRG/RQGRQ)DOPHU 
-DPHV$&-HQNVDQG$3URXW7KHRULVLQJ&KLOGKRRG&DPEULGJH3ROLW\3UHVV 
Jayaweera, H. (2010), Health and Access to Health Care of Migrants in the UK, London: 
Race Equality Foundation. 
Migge, B. and M. Gilmartin (2011), Migrants and healthcare: investigating patient mobility 
among migrants in Ireland, Health & Place, 17, 1144±1149. 
.HOOHWW 0  +RZ WR 'HYHORS &KLOGUHQ DV 5HVHDUFKHUV $ 6WHS E\ 6WHS *XLGH WR
7HDFKLQJWKH5HVHDUFK3URFHVV/RQGRQ3DXO&KDSPDQ 
  
.RKOL 5  6RFLDO :RUN ZLWK 8QDFFRPSDQLHG $V\OXP 6HHNLQJ &KLOGUHQ 1HZ <RUN
3DOJUDYH0DFPLOODQ 
McGhee, D., S. Heath and P. Trevena (2013), Post-accession Polish migrants ± their 
H[SHULHQFHV RI OLYLQJ LQ µORZ-GHPDQG¶ VRFLDO housing areas in Glasgow, Environment and 
Planning, 45(2), 329±343. 
McKendrick, J., G. Mooney, J. Dickie, G. Scott and P. Kelly (2014), Poverty in Scotland: 
The Independence Referendum and Beyond, London: Child Poverty Action Group. 
Migge, B. and M. Gilmartin (2011), Migrants and healthcare: investigating patient mobility 
among migrants in Ireland, Health & Place, 17, 1144±1149. 
Morrow, V. (2010), &KLOGUHQ¶VµVRFLDOFDSLWDO¶ ,PSOLFDWLRQVIRUKHDOWKDQGZHOO-being, in J. 
Rix, M. Nind, S. Kieron, K. Simmon and C. Walsh (eds.), Equality, Participation and 
Inclusion, 2nd edn, London: Routledge, pp. 271±285. 
Nazroo, J. Y. (2014), µIf You Could Do One Thing«¶ Nine Local Actions to Reduce Health 
Inequalities, London: British Academy, pp. 91±102. 
ONS (2013), Population by Country of Birth and Nationality Report, Newport: Office for 
National Statistics. 
3URXW $  5HSUHVHQWLQJ FKLOGUHQ UHIOHFWLRQV RQ WKH &KLOGUHQ - 3URJUDPPH
&KLOGUHQ	6RFLHW\± 
3URXW$7KH)XWXUHRI&KLOGKRRG/RQGRQ5RXWOHGJH 
3XQFK6 5HVHDUFKZLWK FKLOGUHQ WKH VDPHRUGLIIHUHQW IURPUHVHDUFKZLWKDGXOWV"
&KLOGKRRG± 
Putnam, R. (2000), Bowling Alone: The Collapse and Revival of American Community, New 
York: Simon & Schuster. 
Robila, M. (2010), Eastern European Immigrant Families, London: Routledge. 
Rogoff, B. (2003), The Cultural Nature of Human Development, Maidenhead: Open 
University Press. 
Rolfe, H. and H. Metcalf (2009), Recent Migration into Scotland: The Evidence Base, 
Edinburgh: National Institute of Economic and Social Research. 
Ronellenfitsch, U. and O. Razum (2004), Deteriorating health satisfaction among immigrants 
from Eastern Europe to Germany, International Journal of Equity in Health, 3(4), 1±10. 
Ryan, L. (2011), 0LJUDQWV¶ VRFLDO QHWZRUNV DQG ZHDN WLHV DFFHVVLQJ UHVRXUFHV DQG
constructing relationships post-migration, The Sociological Review, 59(4), 707±724. 
Sandhu, T. and F. Mooza (2013), Mental health of children of immigrants and ethnic 
minorities in Europe, Adolescent Psychiatry, 3(1), 30±34. 
  
Scottish Parliament (2013), Children and Young People (Scotland) Bill, Edinburgh: Scottish 
Parliament. 
Sime, D. (2008), Ethical aspects of conducting research with children and young people in 
their homes, &KLOGUHQ¶VGeographies, 6(1), 63±78. 
Sime, D. (2014), µ,WKLQNWKDW3ROLVKGRFWRUVDUHEHWWHU¶experiences with and views of health 
services in Scotland among newly arrived migrant children and their parents, Health & Place, 
30, 86±93. 
Sime, D. (2015), Methodological aspects of conducting research with Eastern European 
children and young people, in T. Skelton, L. Holt and R. Evans (ed.), Geographies of 
Children and Young People (Vol. 2), Methodological Approaches, New York: Springer. 
Sime, D. and R. Fox (2014), Migrant children, social capital and access to public services: 
transitions, negotiations and complex agencies, Children & Society, 29(6), 524±534. 
Sime, D. and E. Pietka-Nykaza (2015), Transnational intergenerationalities: cultural learning 
in Polish migrant families and its implications for pedagogy, Language and Intercultural 
Communication, 15(2), 208±223. 
Son, J. (2013), Assimilation and health service utilization of Korean immigrant women, 
Qualitative Health Research, 23(11), 1528±1540. 
Spencer, S. (2011), The Migration Debate, London: Polity Press. 
Spencer, S., M. Ruhs, B. Anderson and B. Rogaly (2007), 0LJUDQWV¶ Lives Beyond the 
Workplace: The Experiences of Central and East Europeans in the UK, York: Joseph 
Rowntree Foundation. 
6S\URX 6  7KH OLPLWV RI FKLOGUHQ¶V YRLFHV IURP DXWKHQWLFLW\ WR FULWLFDO UHIOHFWLYH
UHSUHVHQWDWLRQ&KLOGKRRG± 
Thomas, F. (2010), Transnational health and treatment networks: meaning, value and place in 
health seeking amongst southern African migrants in London, Health and Place, 16, 606±
612. 
7KRPVRQ 3  'RLQJ 9LVXDO 5HVHDUFK ZLWK &KLOGUHQ DQG <RXQJ 3HRSOH /RQGRQ
5RXWOHGJH 
<XYDO-'DYLV 1  7KH 3ROLWLFV RI %HORQJLQJ ,QWHUVHFWLRQDO &RQWHVWDWLRQV /RQGRQ
6DJH 
 
